Male partners would tend to isolate themselves when it reaches a time when a woman is in the perinatal period. With men incorporated Meteitei region showcased that the death of another mother neonate or child was one too many, and was not excusable. Ultimately it should be possible to eliminate mother to child transmission of HIV. Method: This study employed advocacy approach. It is cognizant of the fact that the founder of modern nursing Florence Nightingale part of her success was related to advocacy and activism. In advocacy, the nurse leader should anticipate some controversies, and be ready to make rebuttals. It makes a case for male involvement in Maternal and Neonatal Child Health (MNCH) and also covers some contentious issues on the same as counter arguments in point forms and text boxes. The policy issue was a way of possibly scaling up the success story of Meteitei region Nandi County's Chama cha Wazee male champions to the national level. Outcomes:
Background of Maternal Neonatal System
Issues of the new-born cannot be addressed separately as they were intrinsically entwined with pregnancy, labour, delivery and postpartum care. There was a need for nurses and midwives to get men to buy into MNCH as key stakeholders to resource mobilize for identified priority actions (as will be described in the article). The main purpose of involving males is to improve maternal, child and newborn survival. Home grown solutions like Meteitei's case would in some way show case that with support such efforts could be customized across the country However, this needed a well-coordinated front. By sending a policy issue to The Senate, the upper house followed with a petition to advocate for laws and policies to scale up male involvement in MNCH. Coincidentally, The Senate had sent out a requirement for public hearing and memorandum in a related area.
This article is largely an amplified version of this attempt; the response so far is encouraging.
Why an Advocacy Approach
An advocacy approach involves influencing powerful decision makers to bring about change. It can be a long process because it often involves changing people's views. According to [1] , to change communities from being passive participants to active participants in the priority setting process, there was a need for them to be empowered to demand for publicity, appeal, relevance and strong leadership in the priority setting process. Thus, redefining the appeals mechanism and expanding the opportunities for the communities to contribute relevant considerations to each decision and specifying the ground for appeal would help improve the quality of the decision-making process.
Advocacy plays a significant role in the modern politics of inclusion. It seeks To underscore the invaluable impact of advocacy work [2] [3] cited some work from a community in Uganda. One government official said, "Before they approached us, I didn't really think much of these communities. But since they advocated and engaged with us, we can now see how we can work with them". Members of the community on the other hand "…if we don't get a response from the government, we will keep demanding it". In other words, the process of advocacy is valuable, whatever the result. Joanna Watson compiled some advocacy toolkits worth checking out [4] , together with [5] .
Advocacy in primary caring promotes exposing, provoking, and unbalancing the social power that maintains people in a state of disease, while simultaneously nurturing caring [6] . No one is going to accept your opinions and reasoning just because you say so, you will need proof, organized proof and attention to detail. Therefore, the nurse leader should be prepared to argue for, take a position that needs to be defended, as well as be ready for objections to those positions.
Florence Nightingale the founder of modern nursing left a legacy connecting caring with advocacy [7] . She wrote that "It may seem a strange principle to enunciate as the very first requirement in a hospital that it should do the sick no harm. It is quite necessary, nevertheless, to lay down such a principle" [8] [9] .
Nightingale argued using statistics, to prove that decreasing mortality would cost less money… for patients to heal translating into what we would now consider as evidence-based practice [10] . She ably plotted a polar pie chart on the Crimean battle hospitals mortalities significant decline (from 42% to 2%) as result of her interventions (mainly by improved hygiene, and advocacy by calling upon the British Sanitary Commission).
When she was nearing the end of her life, Florence Nightingale said: "May we hope that when we are all dead and gone, leaders will arise who have been personally experienced in the hard, practical work, the difficulties and the joys of organizing nursing reforms, and who will lead far beyond anything we have done". Further "All the results of good nursing may be spoiled or utterly negatived by one defect, viz.: in petty management, or in other words, by not knowing how to manage that what you do when you are there, shall be done when you are not there". An all time work, "Notes on Nursing" excerpts by Florence Nigtingale.
Some of the ways that nurses could get involved in advocacy included: writing a policy issue, policy brief, sending petitions, memoranda to-Parliament, The Senate, County Assembly etc. The following is a modification from a policy issue The huge difference in the risk of maternal deaths between the developing and developed countries was thought to be due to differences in access and use of maternal health care services [15] . "There are virtually no children born with HIV in the US, Europe, or other western countries, the vast majority of affected children are born in sub-Saharan Africa"-Born free
One specific policy-relevant problem that was discussed as part of the meeting was a most urgent need to involve men in maternal and neonatal child health. This called for developing a policy which would have a multifaceted approach:
*Reduction of maternal & child mortality and morbidity, * Elimination of mother to child transmission of HIV and *Increase uptake of family planning.
Counterargument: Some other people might have picked it up and it's already happening. Or who is behind it, it's a foreign idea, a foreign donor perhaps?
Background
Maternal mortality rates (MMR) MMR levels in Kenya have remained unacceptably high at 488 per 100,000 live births (approximately 7700 women annually), with some regions like Lamu County reporting MMRs of over 1000/ 100,000 live births. These are disturbing facts. In the words of AMREF [12] , Lamu needs us to do more. These figures translate to a lifetime risk for maternal death in Kenya of 1 in 39. When this was compared to developed nations such as North America, MMR was 11/100,000 live births with a lifetime risk for maternal death of 1 in 3,800 [14] [16] [17] .
Many new-borns died in Kenya in the first month of life (26 per 1000 live births). In 2012, 100,000 died before their 1st birthday. Everyday 15 mothers and over 290 children below the age of 5 died largely from childhood preventable diseases, pregnancy, birth complications and HIV and AIDS [18] [19] .
The three delays -Ask men to help us deal with the 3 delays decisively; these delays contribute to maternal/neonatal morbidity and mortality:
1. Delay in deciding to seek appropriate care. This could be due to: sociocultural barriers, failure to recognize danger signs, failure to perceive severity of illness, and cost considerations 2. Delay in reaching an appropriate health care facility. This is due to long distance to a facility, poor condition of roads -rocky steep, rivers overflow during the rainy season, lack of transportation and cost considerations 3. Delay in receiving adequate emergency care at the facility. This may be due to: Shortage of staff, supplies, and basic equipment; unskilled personnel, user fees among others breastfeeding. It has been seen that it is possible for some countries to significantly accelerate their paths toward virtual elimination [22] .
Counterargument: Achieving a beyond zero figure needs to be looked at as long term goal not possible in near future.
Meteitei Case Study
Between Dec. 2011-Sept. 2012 only 5 (0.5%) out of 1063 PMCT-tested women had their male partners receive HIV counseling and testing ( Table 1 shows the target population).
• Between Dec. 2012-Sept. 2013, 181 (17%) out of 1060 PMCT-tested women had their male partners receive HIV counseling and testing. This was a great improvement.
The rest (1060 minus 181= 879) the partner did not come, only the women were available for counseling & testing. Only one couple who tested HIV+ was linked to care and treatment.
Some of the factors that might have contributed to high maternal child mortality in rural Meteitei include:
• Poor sensitization of women to the importance of delivery by a skilled attendant, the highly valued social role played by traditional birth attendants (TBAs) in communities, • The perception that the health facility as a harsh setting for childbirth.
• Other important barriers include lack of means of transport to the health facilities, hostile terrain, cost of transport and delivery, • Fast progression of labour,
• Some women did not think facility attendance was necessary due to previous uneventful home delivery and therefore prefer home delivery.
Cap 253 Reproductive Health Bill. The Bill also seeks to deal with the issue of inadequate facilities at county government hospitals, especially in terms of emergency services including but not limited to ambulance services and equipment for intensive care services and gynaecological services as well. "maternal care" includes health care of a woman during pregnancy, child health and forty two days after childbirth.
Counterargument: the bill was sponsored by a woman parliamentarian, it might have many "anti-men" provisions, requires a lot of amendments before it can become law.
• There was the need to fast-track legislation focussing on MNCH matters. By 
Rationale
The rationales for emphasizing male men involvement in MNCH rests in its benefits in preventing maternal mortality (MMR) and neonatal infant child mortality include:
• Identifying barriers that hinder the uptake of ANC, delivery in hospital, and family planning services from a male perspective. Considering men been have side-lined for so long and we all know that they play a huge role in determining if the mothers come to the clinic or not.
• It is especially important to understand ways to get male involvement in helping to achieve zero mother to child HIV transmission, improve the effectiveness of PMTCT service delivery models.
• Men control about 70% of the family expenditure with women and other members controlling about 25% as cited in [13] above. In our low-income setting, men are hardly involved in reproductive health issues.
• Men are gate keepers of culture and society values, some of which still contain and accept several harmful practices that have very negative effects on women and their reproductive health rights. These practices include early or child marriages, female genital cutting or mutilation and nutritional taboos that affect the health of girls and women. Counterargument: women are their own worst enemies. Counterargument: There were many claims trying to ascertain why HIV/ AIDS prevalence was on the rise especially to married couples. None seems to be coming out clearly.
Men entry into the MNCH system -Home (husband, spouse, partner, brother, teenage/young adult, boy child). Figure 1 below shows an example in a family setting.
-Community (friend, neighbour, CHV, CHW, church, schools, place of work, farms, CBOs e.g. Chama cha Wazee, Manpower) -Health facility (Maternity, PMCT, VCT, MCNH clinic) -Sub-County (advocacy, leaders), NGOs -County (advocacy, leaders, resource allocation, ordinances making, supporting affirmative action of 2/3 gender representation, make maternal health a standing agenda) -National (advocacy, legislation, supporting the affirmative action of 2/3 gender representation, a commitment of resources for maternal and new-born health, make maternal health a standing agenda).
--Sponsor motions to improve access to maternal neonatal child health care at County Assembly and National Assembly and The Senate.
Foundational Principles
Clearly, men have an important place in MNCH. This policy, therefore, seeks to harness the potential role that men can play in promoting the health of the mother and child and the importance of strengthening the interface between men and health services for the sake of the mother and child.
o Encourage the involvement of men in program interventions as decision makers, partners and/or health service providers.
o At community level through men's groups, religious organizations, and other community mobilization structures.
There is need to identify the areas and levels of involvement o Targeting men at all levels but especially couples who are expecting a child (see Figure 1 ).
o Taking a multi sector approach e.g. access to microcredit to ensure domestic economic sustainability. World Vision International recently donated 40 beehives to Chama cha Wazee male champions.
o Ensuring that organizations share their vision with the community to own projects.
o The use of the national media (radio, television, newspapers) as well as local community groups to create awareness and sensitize the general population to MNCH care and harmful practices. Men listened to the radio a lot more than women.
o Helping men to identify other men who are into drinking, gender based violence, neglecting their families and help them out.
o Identify and create rapport with Boma heads where community units will be established/strengthened. The Boma model has strengthened organizational systems within the community [13] . o Engaging the community with respect. o Connecting with deep-rooted community structures to ensure sustainability and encourage ongoing grass root involvement of gatekeepers as was cited in [13] above. o Addressing reproductive health and family planning needs of the male Counterargument: Most of the available FP methods involve the woman to use not the man. Again, there are sentiments that prevention of mother to child transmission to a large extent concerns the mother and not the father. Since it involves exclusive breast feeding, caesarean section (C/s) birth, mother taking ARVs prophylactically during pregnancy. o Policies of health care establishments and attitudes of service providers serve as barriers to greater involvement of men even when they accompany women to health facilities o Involvement of men in MNCH services would be critical because HIV inci- Figure 1 . A man holds a baby flanked by his wife and children.
(Courtesy of Born Free).
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DOI: 10.4236/oalib.1103846 10 Open Access Library Journal dences were still high among couples despite available ways of preventing the disease as was cited in [22] above. The study noted that HIV testing of men in ANC did not necessarily result in shared knowledge of HIV status. Nevertheless, in a similar study, partner notification of HIV-1-positive results was reported by 138 women (64%) and was associated with a 4-fold greater likelihood of condom use [23] . We are mostly left with changing our behaviour patterns.
Counterargument: Men are already involved in a big way.
Call to action for men to actively engage in promotion of maternal and new-born health to increase uptake and utilization of services [24] o Provide male-friendly services that encourage men to accompany their female partners to health facilities and to seek out and use services themselves. Couples who attend clinic are given first priority on the queue [25] [26].
Counterargument: MCH clinic is for women
o Addressing concerns of men sexual health which have great potential for leading the way in promoting sexual health and efforts to prevent sexually transmitted infections and HIV transmission.
o Encouraging men (those who can) to become individual birth partners of choice during labour.
Counterargument: This cannot happen in the African culture, you cannot expect men in the labour ward.
o Advocate for men as clients, partners, and agents in promoting the uptake of HIV services at family and community level.
o CCW has a vision of starting a 40-bed maternal shelter so that women who are expectant will be near the health facility whenever they might have difficulties accessing care at Meteitei.
Counterargument: Some women might misuse this chance to run away from home, the hostel will be turned into a hospital ward.
Elements of Men Entry into the MNCH System
• MNCH recognizes the potential role that men play in promoting the health of the mother and child.
• The importance of strengthening the interface between men and health services for the sake of the mother and child.
• Promoting community awareness on infertility (increase access to proper investigation and management of infertile individuals and couples).
• Male involvement in Dialogue Days and other stakeholder forums to reinforce key messages: make maternal health a standing agenda.
• The man helps the woman realize the importance of focussed antenatal care:
Early preparation for safe delivery (physiological readiness of the mother, to encompass psychological, intellectual, social and financial preparedness) in order to beat the odds and rise above the contextual challenges.
• By making multiple services available in the same location on a single visit, maximizing on each opportunity for a greater impact. Adopt "One-Stop Shop" approach in the target facility to enable clients' access health services. • Men came up with strategies for those women living in inaccessible mountainous areas e.g. a mothers' hostel (maternal shelter) so that they can be near the hospital as their estimated date of delivery nears. A proposal was sent to Nandi County government.
• Facilitate pre-payment schemes: medical insurance, transport to a referral facility through fathers' clubs or other community mechanisms.
Counterargument: Maternity care is free in public hospitals, but the insurance covers the family at all other times.
• Encourage corporate social responsibility. A proposal was sent to George
Williamson Tea Company (a major employer in the region) requesting them to equip maternity wing of Meteitei sub-county Hospital with delivery sets, caesarean sets, infant resuscitaires, and delivery beds. Some of these were delivered recently.
• Establishing a partnership with students and faculty who bring students for rural health attachment in the region to identify an intervention project, become alumni's.
• Procure off-road vehicles, trail motorbikes, and ambulance to be stationed, "Beyond zero" campaign truck to be going for outreach in hard to reach zones as was cited in [22] above.
• Advocating for the gradual phasing out of the traditional birth attendant's Open Access Library Journal role. One way was by easing the shortage of staff, some who could be able to go and assist the women to deliver in their homes in certain situations.
Counterargument: TBA's play a very important role, culturally acceptable, are friendly, available any time. They have saved many a situation.
• Work with community implementers to record pregnancies and births in the community and plan for outreach • Emphasis for regular screening for cancer of the breast (clinical and self), prostate cancers (clinical and Prostatic Surface Antigen-PSA tests).
• Highlight special cases like obstetrics fistula, identification, referral and care
• Sexual health and marital counseling.
• Routine community outreach activities, including community health worker home visits, community dialogue sessions, mother support groups, and health action days.
• Distribution of brochures, and posters during home visits, community dialogue sessions, mother support groups, and health action days to support integration efforts, and serve to complement existing community-level reproductive health and nutrition materials.
An antenatal mother who is HIV negative turns positive 6 weeks postnatally during one of the rapid response initiative campaigns. We could conclude that the spouse was HIV positive since they were not tested together or may have been involved in unsafe sex and thus transmitted to the spouse (pregnant woman).
Monitoring
This was how they monitored the activities:
• On a monthly basis, CCW held men focus group discussions to note emerging issues and progress made.
• The number of men groups showcased their initiatives concerning maternal health at county and national level to exchange best practices.
• Acknowledging when the outcome was less than expected.
• Utilization of evidence based tools for probing any maternal neonatal deaths.
Modalities on how the membership of the probe teams would be constituted for each facility. Probe team would meet not later than 1 day after such an incident.
• Corrected negative outcomes quickly
• Modified the process to avoid further negative outcomes
• Service charters to note undue delays in waiting time at the facilities Percentage of men who accompanied their spouse(s) or partner(s)to at least one antenatal care (ANC) visit:(# of men who accompanied their partner to an ANC visit/ Total # of women who report their partner had an antenatal visit) × 100.
• Submitted regular performance reports to key administrators like the chief, Whereas, "Accompany" their partner means that the man went with his spouse or partner to the health facility and ideally was "present" in the room during the ANC check-up.
• Counterargument: these are gender roles that men are not equipped to play
• Submitting regular performance reports to key administrators like the chief, public health officer and other stakeholders.
• Demonstrate on a regular basis examples of measurement and monitoring e.g. The number of babies immunized (even out of hospital deliveries) within 2 weeks were brought for immunization compared to the number of deliveries per month within the health facility.
Discussion
This paper presents the position of maternal and child health and the involvement of males at Meteitei sub county. The path they had opted to take largely out of their own initiative. The difference it had made in improving maternal, new-born survival suggested that such effort could be replicated throughout the country. Reducing these mortalities could be accelerated in perhaps less than half it had taken since there were now deliberate efforts by various state and non-state actors. Creating policies and laws that supported them should not be taken for granted thus enlightening the leaders was a necessary step. An advocacy approach was found to be one of the effective ways of reaching out. A policy issue to lobby The Senate was a necessary step. It contrasted the diverse arguments and counterarguments.
Summary
Many male partners would tend to isolate themselves when it reaches a time when a woman is pregnant and also when she gives birth. Ideally, couples should test together at antenatal clinic and retest after every three months. Deal decisively and intervene with any positive results.
With men incorporated Meteitei region showcased that the death of another mother, neonate or child was not excusable. Taking into account the difficult context which includes poverty, lack of access roads to the villages, cultural challenges and personal preferences relating to maternal and child health, Chama cha wazee male champions had considerable influence on the process and outcome of care. Indeed male involvement research is relevant [27] [28], timely and can provide a few answers to reduce infant/child and maternal mortality and eventually translate to stronger families, a healthier and productive/ prosperous nation.
